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 K0000An Initial Life Safety Code 

Certification and State Licensure 

Survey was conducted by the 

Indiana State Department of 

Health in accordance with 42 CFR 

483.70(a).

Survey Date:  05/09/12 and 

05/10/12

Facility Number:  012809

Provider Number:  012809

AIM Number:  NA

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Initial Life Safety Code 

survey, Marion Rehabilitation and 

Assisted Living Center was found 

not in compliance with  

Requirements for Participation in 

Medicare/Medicaid, 42 CFR 

Subpart 483.70(a), Life Safety 

From Fire and the 2000 Edition of 

the National Fire Protection 

Association (NFPA) 101, Life Safety 

Code (LSC), Chapter 18, New 

Health Care Occupancies and 410 

IAC 16.2-3.1-19, Environment 

and Physical Standards of the 
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Indiana Health Facilities Rules for 

Comprehensive care facilities.   

This one story facility with a 

partial basement was determined 

to be of Type V (111) construction 

and was fully sprinklered.  The 

facility has a fire alarm system 

with smoke detection in corridors, 

areas open to the corridors and in 

resident rooms.  The facility has a 

capacity of 70 and had a census of 

0 at the time of this survey.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 05/15/12.

The facility was found not in 

compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:
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SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Exit access doors and exit doors used by 

health care occupants are of the swinging 

type with openings of  at least 41.5 inches 

wide.  Doors in exit stairway enclosures are 

no less than 32 inches in clear width.  In 

ICFs/MR, doors are at least 32 inches wide.     

18.2.3.5

See FSES reportThe exit doors in 

question will be replaced by the 

appropriate size doors by 8-1-12.

08/01/2012  12:00:00AMK0040Based on observation and 

interview, the facility failed to 

ensure 5 of 10 exit doors had a 

clear width no less than 41.5 

inches wide.  LSC 18.2.3.5 

requires the clear width of doors 

in the means of egress from 

nursing homes shall be no less 

than 41.5 inches.  This deficient 

practice could affect residents on 

the D and E wings.    

Findings include:

Based on observation with the 

Project Superintendent, Director of 

Operations and the Administrator 

on 05/09/12 from 4:21 p.m. to 

5:05 p.m., the D wing's north, 

west and south exit doors and the 

E wing's north and south exit 

doors had a noticeably smaller 

opening then the remaining exit 

doors.  Measurement taken by the 

Project Superintendent at the time 

of observations confirmed the exit 
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door openings were thirty five 

inches wide.  

3.1-19(b)
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